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 Introduction 
 When physical or emotional harm occurs to 
oneself, a loved one, or even when witnessing 
harm to a stranger, most people experience the 
event as emotionally upsetting. Likewise, the loss 
of important possessions and major disruptions 
of routines can be distressing. Stressful exposure 
to traumatic events is an inevitable consequence of 
human existence. Such stress may occur as a result 
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 Abstract 
 This chapter will review the typical symptoms occurring in children 
after stressful traumatic exposures. Unlike other chapters in this book, no 
specifi c organ system is the most likely focus of functional symptoms in 
this setting. Psychological distress may exacerbate symptoms of physical 
illness and injury associated with the traumatic events, may be expressed 
as almost any seemingly unrelated symptom, may intensify the age appro-
priate fears typical of any child, or may predominantly be exhibited behav-
iorally. In most nonsevere cases, the impact is self-limited and the 
individual’s functioning will be back to normal within days or weeks. 
We will suggest simple behavioral and environmental interventions 
intended to help relieve children’s distress. However, when large popula-
tions are affected and individuals suffer severe loss such as in a mass 
casualty disaster, the scale of events requires community-wide efforts to 
meet the needs of children and their families. The fact that some children are 
more psychosocially vulnerable than others will be discussed. The chapter 
will conclude by highlighting warning signs warranting professional mental 
health care. 
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of accidental or intentional violence involving 
individuals or affecting a large population as in 
mass casualty disasters. 
 Child Anxiety 
 All children exhibit some form of anxiety accord-
ing to their developmental stage. Children fear 
pain and bodily harm at all ages. Older infants and 
toddlers are fearful of strangers, absence of 
 parents/caregivers, and unfamiliar situations. 
Children at preschool ages may be afraid of the 
dark, animals, separation from home and family, 
and the possibility of harm occurring to parents or 
caregivers. Older children and adolescents often 
feel anxiety about school performance, social 
competence, independence, privacy, and death. 
Traumatic events are experienced as threats that 
intensify usual age appropriate childhood anxiety. 
When stressed, children often regress to anxieties 
and behaviors typical for a younger developmen-
tal level [ 1 ]. The anxiety manifested as a result of 
exposure to trauma intensifi es age-appropriate 
childhood anxieties. 
 Epidemiology of Stress Responses: 
Everyday Traumatic Events 
 Most children experience a traumatic event at 
some time, and these events are often brought to 
the attention of a primary care physician. Thus pri-
mary care providers are in an ideal position to 
screen and provide preliminary support for chil-
dren who might otherwise remain without help. 
Likewise, emergency physicians often have the 
opportunity and responsibility to identify and help 
children with mental health emergencies [ 2 ]. 
 Children’s stress reactions tend to be propor-
tional to the suddenness of onset, the severity of 
life threat, injury, exposure to the grotesque, sep-
aration from caregivers, physical losses, and the 
severity of environmental disruption [ 3 ]. For 
instance, after being directly involved in a motor 
vehicle accident, 11 % of adolescents reported 
subsequent stress-related symptoms (Table  17.1 ), 
fear, and depression. These symptoms exceeded 
stress symptoms in a control population. 
Adolescents who witnessed a motor vehicle acci-
dent also had an increased risk of such symptoms 
even when they were not directly involved [ 4 ,  5 ]. 
Fourth-grade children who witnessed the acci-
dental deaths of two adults at a school were so 
upset that many could not attend school for sev-
eral days. Then symptoms of stress rapidly 
declined in subsequent days [ 6 ]. Traumatic events 
occurring within a family, whether physical or 
sexual abuse, emotional maltreatment, neglect, 
sibling victimization, or witnessing family vio-
lence, are especially likely to cause stress 
symptoms [ 7 ].
 Table 17.1  Common early symptoms 




 Feeling overwhelmed 
 Feeling hopeless 
 Feeling numb 
 Panic attacks 
 Behavioral reactions 
 Sleep disturbance 
 Hypervigilance 
 Irritability 
 Exaggerated startle 
 Aggressive outbursts 
 Apathy 
 Withdrawal from interactions 
 Separation anxiety 
 Regression to less mature behavior 
 Cognitive symptoms 
 Diffi culty concentrating 
 Diffi culty making decisions 
 Poor attention span 
 Loss of memory 
 Preoccupation with unpleasant memories 
 Physical symptoms 






 Generalized pain 
 Fatigue 
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 Epidemiology of Stress Responses: 
Disasters 
 Disasters involving large numbers of illnesses, 
injuries, deaths, and community disruption trig-
ger similar stress responses as everyday traumatic 
events. However, because of the widespread 
exposure to distressing events and disruption of 
therapeutic services, the impact may be exagger-
ated and last longer. Even when a public health 
emergency caused few life-threatening implica-
tions for the population, community disruption 
and environmental hazards resulted in one-third 
of parents reporting physical symptoms or men-
tal health issues that affected their children after 
the 2010 Gulf Coast oil spill [ 8 ]. Likewise, as 
measured by the proportion of children receiving 
counseling, 22 % of children in Manhattan expe-
rienced signifi cant stress-related symptoms in the 
aftermath of the September 11, 2001 attack [ 9 ]. 
Media coverage of emergencies is often intense, 
so that exposure to the disturbing events is repeti-
tive. It has been found that media coverage may 
provoke stress responses in individuals remote 
from the events who suffered no direct involve-
ment to themselves or loved ones [ 10 ]. Thus, 
immediately after exposure to a traumatic event, 
virtually all children and adults may exhibit 
stress-related symptoms and behaviors, and this 
is well within the normal range of responses. 
 Common Early Symptoms After 
Traumatic Events 
 The early symptoms of traumatic stress include 
emotional reactions [ 11 – 13 ]. It is common to feel 
fear, shock, disbelief, and seemingly being over-
whelmed, helpless, or numb. More serious symptoms 
may include dissociation and panic attacks. 
Common cognitive defi cits include diffi culty 
 concentrating or making decisions, shortened 
attention span, loss of memory, or preoccupation 
with unpleasant memories. Physical symptoms 
may include gastrointestinal distress, headaches, 
nausea, dizziness, tachycardia, tremor, generalized 
pain, and fatigue. The clinician may fi nd increased 
arousal manifested by increased blood pressure 
and heart rate. Hypervigilance, sleep disturbance, 
irritability, exaggerated startle response, and 
aggressive outbursts are common behaviors [ 14 ]. 
Immediately after a traumatic event, such symp-
toms and signs may confuse the diagnostic evalua-
tion of physical injuries (see Table  17.1 ). 
 After traumatic events, individuals may be 
irritable and behave aggressively or may become 
sad, apathetic, and withdraw from interaction. 
For example, the mutism of many unaccompa-
nied injured children immediately after a tornado 
interfered with medical history taking, and 
delayed family reunifi cation [ 15 ]. Age-specifi c 
trends may be noted. Toddlers and young chil-
dren are likely to demonstrate increased crying, 
separation anxiety, clingy behavior, sleep terrors, 
nightmares, and tantrums. School age children 
display aggressive or thematic play (reenact-
ments, ritualistic interactions and a fascination 
with a particular person, toy, or character), spe-
cifi c phobias, sleep disturbance, physical com-
plaints, withdrawal, regressed behavior including 
enuresis, thumb-sucking, clinginess, baby talk, 
asking for a bottle, and separation anxiety. 
Adolescents may be depressed, anxious, with-
drawn, do poorly in school, be irritable, deny that 
a permanent change has taken place, or engage in 
risk-taking behavior. Adolescents may attempt to 
mask symptoms, fearing that their reactions 
might seem abnormal. For the majority of chil-
dren, as long as they do not experience further 
stressors, such symptoms usually diminish over 
days or a few weeks. 
 Simple Early Interventions for 
Children Exposed to Traumatic 
Events 
 Any emergency care, primary care, school health, 
or subspecialist provider may be able to help chil-
dren and their families by giving simple advice in 
the immediate aftermath of a traumatic event. 
Family collaboration is a must whenever possible.
 –  Reunify the child with family members at the 
earliest possible time, when relative is not the 
perpetrator of trauma. 
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 –  Provide transitional toys, safety blankets, or 
other coping toys to younger children. 
 –  Reassure the child or family member honestly 
that “keeping you safe is the most important 
thing to me,” and “we will do everything we 
can to fi nd your parents.” 
 –  Give the child realistic, age-appropriate hope. 
 –  Maintain familiar routines whenever possible 
(family, school, church). 
 –  Identify concrete needs and try to help meet 
them. 
 –  Listen to the child. The amount of information 
given to the child depends on what s/he wants, 
for which s/he is ready. 
 –  Do give children information about the event. 
Be aware of information the child is receiving 
on television, the Internet, and what s/he has 
actually seen on the street. 
 –  Encourage children to express feelings in 
words, play, behavior, and drawings or other 
art forms. 
 –  Keep in mind that children’s responses may be 
confusing and confused. Denial does not mean 
the child is not distressed or unaware. 
 –  Children are resilient if supported by adults. 
Adults who model effective coping behavior 
promote healthy coping skills by children [ 16 ]. 
 Organizational Approach to Mental 
Health Services After Disasters 
 A surge in population needs for mental health 
services may be anticipated when large numbers 
have experienced risk and traumatic events, espe-
cially if accompanied by restriction in their 
movement, limitation in resources, and inadequate 
information [ 17 ]. Restoring communications sys-
tems will reduce the sense of isolation, provide 
the public with information to avoid hazards, and 
promote population safety, as well as relieve anx-
iety associated with separation from loved ones. 
Child safety, identifi cation, and reunifi cation 
procedures improve effi ciency and effectiveness 
of all other services [ 18 ]. 
 School resources have been vital in supporting 
community-wide early efforts to help children 
and families cope with the traumatic experiences 
of a disaster [ 16 ,  19 – 21 ]. Important opportunities 
include early availability of the school as a safe 
environment that restores familiar routines. 
School administrative resources may be useful in 
contacting all families and staff to determine 
needs and to coordinate ongoing assistance with 
housing, childcare, and health care. School-based 
group counseling may be an effi cient way of pro-
viding simple interventions for large numbers of 
children. School-based screening also identifi es 
those whose greater needs warrant referral for pro-
fessional mental health care (see below). “Just-in-
time training,” brief educational sessions focused 
on a specifi c set of problems and solutions, 
optimizes the role of schoolteachers in helping 
children, and recognizing severe mental health 
problems. 
 Vulnerability for Severe Mental 
Health Disorders After Traumatic 
Events 
 Children with the most severe traumatic experi-
ences are at greatest risk for severe and prolonged 
mental health disorders, whatever the prior indi-
vidual, family, or neighborhood factors predis-
posing to vulnerability or resilience [ 3 ,  22 ]. 
Greater threat to life or actual loss of life of a 
loved one, injury, exposure to the grotesque, 
victimization due to lawlessness, separation from 
caregivers, and physical losses all raise the risk of 
prolonged and severe mental health issues. 
 Some children’s personal situations place them 
at greater risk of severe mental health consequences 
after a traumatic event. These risk factors include 
characteristics of the child (prior mental health 
problems, medically vulnerable), parents (poor 
mental health, low socioeconomic status), house-
hold (unstable housing, lost income, economically 
disadvantaged), and neighborhood (unsafe schools 
and community, social disorder) [ 23 ]. Children 
with any disabilities and special health care needs 
are likely to have greater risk of mental health 
consequences after traumatic events [ 24 ]. 
 Also at risk may be children whose parents 
serve in the military. Children in military families 
experience family separations with the real threat 
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of a parent’s death or disabling injury, as well as 
the frequent need to move to a new community. 
Also families must cope with the stress responses 
of veterans returning from combat. In the opinion 
of one American military leader in 2012, adoles-
cents in military families may feel that “my whole 
conscious life has been at war. The U.S. has never, 
never experienced that before” [ 25 ]. 
 Warning Signs of Severe Mental 
Health Disorders After Traumatic 
Events 
 In addition to persistence of the common stress 
response symptoms described above, more severe 
manifestations must be recognized. 
 Self-Injurious Behaviors 
 Self-injury takes many common forms such as 
burning, cutting, interfering with wound healing, 
and scratching. It can also take the form of bang-
ing body parts, needle sticking and carving words 
or symbols into the skin [ 26 ], gouging, hair- 
pulling or plucking, inserting harmful objects 
into the vagina or rectum, picking at cuticles and 
biting nails until bleeding occurs, biting oneself, 
digging into the gums, choking, hitting oneself 
with objects, ingesting sharp objects, and using 
an eraser to tear or burn the skin [ 27 ]. 
 Suicide Risk 
 Childhood sexual abuse and neglect is a factor in 
increased vulnerability to suicidal ideation [ 28 , 
 29 ] as are the presence of psychiatric disorders 
such as major depressive disorder, generalized 
anxiety disorder, panic disorder, attention-defi cit 
hyperactivity disorder, conduct disorder, and sub-
stance use disorder [ 30 ]. Studies have also found 
that current alcohol consumption, use of illicit 
drugs, symptoms indicating conduct disorders 
are risk factors for suicidality for children 11–15 
years of age [ 31 ]. Similarly, there are fi ndings 
indicating a strong consensus that adolescent and 
adult men who report same-sex sexual orientations, 
identities, and behaviors are prone to experience 
trauma as a result of interactions with others 
that increases their suicide risk [ 32 ]. A study 
used regression analyses to determine whether 
children who experience childhood bullying 
behaviors are at risk for later suicide attempts 
and completed suicides after controlling for 
baseline conduct and depression symptoms. Its 
fi ndings were that among boys, frequent bullying 
and victimization were associated with later sui-
cide attempts and completed suicides. However, 
after controlling for conduct and depression 
symptoms, there was no identifi ed association 
between bullying and suicidality. Frequent vic-
timization among girls is associated with later 
suicide attempts and completed suicides, even 
after controlling for conduct and depression 
symptoms [ 33 ]. 
 Substance Abuse 
 Adolescents with traumatic stress experiences 
are more likely to have issues with substance 
abuse and other risk-taking behavior [ 34 ]. 
 Sleep Disturbance 
 Sleep disturbances are hallmark signs of trauma. 
These include nightmares, diffi culty falling and 
remaining asleep, sleepwalking, night terrors, 
and bedwetting at night. Daytime functioning is 
also affected as a result of resultant fatigue and 
excessive daytime sleepiness [ 35 ]. 
 Regression 
 Regression refers to a reversion to an earlier or less 
mature pattern of feeling or behavior. Regression 
is exhibited by children as a behavior that would be 
normally observed in an earlier stage of develop-
ment. Bedwetting, clingy, whiney behavior, and 
engaging in baby talk are common [ 36 ]. Long last-
ing regression may indicate a persistent disorder 
warranting professional mental health evaluation. 
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 Selective Mutism 
 Selective mutism is a “childhood disorder that is 
characterized by the persistent failure to speak in 
at least one specifi c social situation, despite the 
ability to speak in other situations” [ 37 ]. Children 
who become mute in social settings tend to be 
talkative around family with whom they are 
familiar, but at school they might respond to que-
ries with nonverbal signals such as gestures and 
nods. These children are sometimes either rigid 
or fi dgety and may blush when communication is 
attempted. Efforts to force them to speak will 
result in an irritable disposition, an outright temper 
tantrum, or severe withdrawal. 
 Cruelty to Animals 
 It is important to distinguish between explorative 
play in which children “handle” animals such as 
insects causing unintentional harm versus tortur-
ing pets or other small creatures. Animal cruelty, 
like any other violence, should never be attrib-
uted to a stage of development and if allowed to 
harm animals, children are more likely to be vio-
lent later in life. Children who witnessed family 
violence were three times more likely to abuse 
animals than their peers [ 38 ]. 
 Inappropriate or Disturbing Play 
Behaviors 
 Play is a major feature of childhood activity. 
Effects of traumatic experiences may be 
expressed in play. Play behaviors predictive of 
Posttraumatic Stress Disorder (PTSD) include 
frequent acting-out morbid themes and play at an 
immature developmental level [ 39 ]. 
 Poor Peer Relationships 
 Children who have been maltreated are usually 
less socially competent and may be socially 
rejected by their peers. Traumatized children 
may have diffi culty establishing or maintaining 
relationships or reading social cues [ 40 ]. Their 
interactions are often aggressive, belligerent, or 
rebellious. 
 Poor School Performance 
 Changes in school performance should be noted, 
and the causes explored. Elementary school per-
formance is impaired by stressors found in a 
child’s school, family, and/or neighborhood. 
Math and reading grades decline while depres-
sion and aggression rates increase [ 41 ]. Similarly, 
reading performance diminished for urban 2nd 
through 5th graders who had experienced vio-
lence or the loss of a signifi cant other [ 42 ]. 
Exposure to traumatic experiences is also a risk 
factor for school dropout [ 43 ]. 
 Inappropriate Sexual Behavior 
 Children’s sexual development begins at birth 
and progresses through peaks and troughs 
depending on their developmental stage and 
socialization. Some forms of sexual play are nor-
mal and expected at various ages of development. 
However, some sexual behaviors raise concern:
 –  Sexual experimentation with older children or 
those who are not their usual playmates. 
 –  Sexual experimentation that results in other 
children making complaints. 
 –  Undue shame, guilt, fear, or anxiety about 
sexual behavior. 
 –  Child using warped reasoning to justify sexual 
behavior, for example, forcing another child to 
engage in sexual behavior and saying that the 
child really wanted to participate. 
 –  Sexual interest that appears out of balance 
with other aspects of the child’s life. 
 –  Child engaging in persistent and extensive 
sexual behavior with another consenting 
child [ 44 ]. 
 Sexually transmitted diseases may result from 
such behavior. Depending on the age of the child, 
pregnancy is a risk. 
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 Separation Anxiety Disorder 
 Separation Anxiety Disorder (SAD) refers to an 
abnormal reactivity to real or imagined separation 
from attachment fi gures. It interferes with daily 
activities and developmental tasks [ 45 ]. This 
occurs at a rate of 4–5 % among children, with an 
average onset age of 7.5 years old. Clinical help is 
usually sought after the child expresses somatic 
complaints and/or refuses to attend school. After 
the 2001 World Trade Center attack [ 46 ], the 
prevalence was 12.3 % in school- aged children; 
4th and 5th graders were three times more likely 
to have probable SAD than 9th through 12th grad-
ers. After the September 11 attacks, SAD was 
more likely for girls, for those directly exposed to 
the attacks, with relatives involved, and after 
extensive media exposure. 
 Posttraumatic Stress Disorder 
 PTSD involves a pattern of stress related symptoms 
including re-experiencing the stressful event 
repeatedly, avoidance of reminders of the experi-
ence, and hyperarousal, all lasting more than a 
month [ 12 ]. Repetitive experience of the event may 
include a vivid sense of reliving the event, night-
mares, and recurrent physiological or emotional 
reactions to these stressful memories. Avoidance 
includes efforts to distance oneself from memories 
as well as from locations or images associated with 
the traumatic event. Impaired memory, feelings of 
detachment and estrangement, and feelings of 
hopeless inability to plan for the future may follow. 
Hyperarousal may include diffi culty sleeping, 
angry outbursts, hypervigilance, and inappropriate 
startle responses. PTSD can impair home, school, 
and social functioning and must be distinguished 
from appropriate bereavement and sadness that 
may include recurrent thoughts, but does not 
unduly interfere with functioning. 
 Referral and Treatment 
 Severe symptoms interfering with function or sug-
gesting the likelihood of self-destructive behavior 
are red fl ags. Simultaneously impaired functioning 
at home, school, and socially (interpersonally), as 
well as ongoing acute stress symptoms (longer 
than 1 month) call for (1) immediate psychiatric 
evaluation, and possibly hospitalization and (2) 
extended care, monitoring, or some form of 
ambulatory intervention [ 47 ]. 
 Mental health professionals have a wide range 
of tools at their disposal for treating traumatized 
children. 
 There is support for the use of directive, 
trauma-focused therapy over nondirective, 
support- oriented techniques to reduce most child 
trauma symptoms [ 48 ]. Treatment approaches 
such as Trauma-focused Cognitive Behavioral 
Therapy [ 49 ] (Chap.  19 ), Prolonged Exposure 
[ 50 ] Cognitive Behavior Therapy of Childhood 
Sexual Abuse [ 49 ] as well as Semi-structured 
Interview Intervention [ 51 ], and Structured Play 
Therapy [ 52 ] (Chap.  28 ) have been widely used 
among many others. 
 It is essential to stress the importance of parents 
and caregivers to provide stressed and or trauma-
tized children with a safe, consistent, and predict-
able environment. Immediate goals include 
stabilizing the home environment, making sure 
the threat has been removed, i.e., abusive mem-
ber of the household is no longer a threat to the 
child and ensuring that caregivers are able to 
keep the child safe. Healthcare providers across 
disciplines must collaborate in these efforts. It is 
also very important for families to understand 
trauma and PTSD and its impact on the child’s 
functioning. This may in turn provide the parent 
with the ability to normalize symptoms and 
reframe symptoms as signs of coping and protec-
tive healing mechanisms. It also encourages par-
ents and caregivers to discuss and understand 
their own feelings about the event that caused 
the trauma in the child. Medical providers may 
also educate parents about anticipating a child’s 
reactions during times of transition such as 
changes of school, holidays, and the anniversary 
of the traumatic event. 
 The psychological treatment of a child should 
always take place with parent/caregiver coopera-
tion. This involves providing the caregiver with 
education about the child’s condition and the best 
ways to help the child outside the therapy 
setting. 
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 Sometimes, it is necessary for providers to 
think of themselves as “detectives” in that chil-
dren of all ages can mask the source of anxiety 
and depression from themselves and others. 
In situations where children and teens refuse to 
participate in specifi c activities, perseverate in 
certain behavioral activities, and deny worries 
even when nonverbal cues indicate stress, provid-
ers are encouraged to gently pursue the “child’s 
world.” Perhaps the physical or social environ-
ment is subtly reminiscent of the trauma, and the 
fear has generalized to unexpected people, places, 
and objects. 
 In caring for children after exposure to trau-
matic events, practitioners must take into account 
cultural considerations such as the way in which 
the child and his/her family think about and cope 
with stress, grief and loss, the forms of accept-
able assistance, and religious beliefs. 
 Case Studies 
 1.  A 6-year-old boy is involved in a car accident 
in which he is unharmed but his parents suffer 
cuts and bruises. Soon after the accident, he 
has a diffi cult time falling asleep unless he is 
with his parents, appears to have lost his appe-
tite, is irritable, clingy, and becomes tearful 
more often than before. After 2 weeks and 
with continuous reassurance from his parents, 
the boy’s behavior improves and gradually 
returns to his prior level of functioning. 
 What should the primary care provider do?
 (a)  Monitor the child for additional 
symptomatology. 
 (b)  Talk to the parents about appropriate stress 
responses. 
 (c)  Properly document incident for future 
reference. 
 (d)  Inquire how the parents are doing. 
 (e)  All of the above. 
 2.  A 10-year-old girl witnesses her neighbor get 
shot in the street one afternoon. She becomes 
severely shocked, refuses to sleep on her on 
from that point on, and her parents agree to let 
her sleep with them for months. She also 
becomes severely withdrawn, appears to be 
“out of it” as she is often daydreaming and 
loses interest in her friends, all play activities, 
and in school. The patient’s parents are mostly 
concerned about her academic performance 
but have not yet discussed her feelings 
regarding the event she witnessed. The 
patient’s teachers believe she has become 
lazy and disinterested in school. She fi nally 
receives counseling 9 months after the inci-
dent because her parents become concerned 
that she may not be promoted from 5th to 
6th grade. 
 What should the primary care provider do?
 (a)  Encourage parents to actively participate 
in the girl’s treatment. 
 (b)  Coordinate treatment with her mental 
health provider in case she becomes a 
candidate for psychiatric medication and 
to monitor psychosomatic complaints. 
 (c)  Normalize the girl’s reactions by discuss-
ing common trauma response with her 
parents and ideally with teachers as well. 
 (d)  All of the above. 
 (e)  None of the above. 
 3.  An 8-year-old boy’s home is burned down in a 
fi re that also destroyed four neighbors’ homes. 
The boy was at home sleeping when fi refi ght-
ers save his life and that of his family. The boy 
and his family lose all of their possessions and 
are forced to move in permanently with their 
relatives in a nearby town. The boy is unable 
to return to his school and has heard that that 
his friend and neighbor died in the fi re. His 
parents are so devastated by their material loss 
that they fail to provide him with the support, 
reassurance and validation he needs. Within a 
month, the boy has become aggressive, refuses 
to attend school, is throwing lit matches at his 
cousin’s cat, has nightmares, is constantly irri-
table, and does not appear to care about his or 
others’ welfare. 
 What should the primary care provider do?
 (a)  Immediately refer the boy to a mental 
health professional. 
 (b)  Monitor for physical symptoms and suicidal 
ideation. 
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 (c)  Provide referrals to parents who are also 
likely to have developed signifi cant trau-
matic responses. 
 (d)  Make him/herself available to discuss 
child with teachers and other profession-
als in need of insight. 
 (e)  All of the above. 
 Answers 
 1.  (e): Since the 6-year-old did not demonstrate 
ongoing symptoms, it is reasonable to assume 
that the child is doing well and will not pres-
ent long-term sequelae. Nonetheless, it is 
important to monitor the child on the next sev-
eral visits to make sure he has in fact contin-
ued to function as expected. Providers may 
use this opportunity to discuss normal stress 
responses with parents as a means to normalize 
and validate their concerns as well as to inquire 
about their own functioning. The latter is partic-
ularly important as parents’ mental health status 
will greatly infl uence their children’s welfare. 
It is also expected that providers properly doc-
ument patients’ traumatic exposures for future 
reference. 
 2.  (d): The patient described above is in need of 
treatment, support, and active participation 
and coordination between her providers and 
parents. It is also essential that her parents and 
teachers be aware of common trauma 
responses and the need for long-term support 
and understanding of symptoms in order to 
prevent misjudging their child and her 
symptoms. 
 3.  (e): This child is demonstrating symptoms of a 
severe stress reaction, possibly posttraumatic 
stress disorder. For this reason, it is important 
to immediately refer to a qualifi ed mental 
health professional in order to prevent further 
exacerbation and to begin treatment. 
Traumatized children often exhibit somatic 
complaints and as such, the child must be 
monitored medically. The child’s parents are 
also likely to be experiencing a severe stress 
response and as such, would benefi t from an 
evaluation by a mental health professional 
who may help the family as a whole to manage 
their respective symptoms and needs. 
 Conclusions 
 Exposure to traumatic events results in psycho-
logical distress, whether in relation to events 
experienced individually or in a major public 
health emergency. Psychological distress may 
exacerbate symptoms of physical illness and 
injury associated with the traumatic events, may 
be expressed as almost any seemingly unrelated 
symptom, may intensify the age appropriate fears 
typical of any child, or may predominantly be 
exhibited behaviorally. Simple behavioral and 
environmental interventions are often suffi cient 
to relieve children’s distress. Warning signs will 
identify those children needing professional 
mental health care. 
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